MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ﬁbg_0420b3

OEPARTMENT OF PUBLIC HEALTH AND wl—:LreiB
. L STATE FILE NUMBER
DO NOT WRITE AMENDED Réﬂ'“"""'" D’l"'d ND e = Primary Registration District ]pma_______g,g.,m, s o

ON THIS STUB S 00T 511983
). PLACE OF DEATH : i 2. YSUAL RESIDENCE {Where deccased lived. If institution; Residenca before

8. COUNTY a. STATE Missour{ b. COUNTY admisslon)

VS 300
Rev. 4/59

b. Cé‘l;’ (If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits
OR

__T_oﬁN____s_t._L_ouis 30 yre owN  st. Loutis Yes | Ne OO

<. FULL NAME OF {If NOT in hospital, give location) Inside Limitsy d. STREET {lt cunide, give location) Reside on Farm
HOSPITAL ADDRESS '

INSIITU'IION D.O,2,. HO]TIEI' G. PhllllDB YeuE No [] 4224 P e St Yes 1 Noa

DATE AMENDED

1E‘

3. NAME OF DECEASED Firsy Middla Last 4. DATE Month Day Yesr

{Type of print) OF
ALLEN . SMITH - DEATH Ot 20 1963

5. SEX &. COLOR OR RACE 7. Married O Never Marrind FY |8. DATE OF BIRTH | 9 AGE {lsst birthday) | IF UNDER ! YEAR I UNDER 24 HR
, Widowed [ Divorced Menihs | Days Hours Min.
—__Male Col 8=7-1909 54 g 1y |
T0a. GSUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country] | 12. CITIZEN OF WHAT COUNTRY
during mott of working life, even if retired)

Janitor Oceola Ark UsS A

13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

nk _ Smith Mary Johnson
15. WAS DECEASED EVER IN U.S. ARMED FORCES 16. SOCIAL SECURITY NO. 17. INFORMANT Addremns
{Yas, no, or unknown}[ {If yes, give war or detes of

-] O

ok

Nl oo w»

i

Annie Holliday 3960 Palm St

18. CAUSE OF DEATH (Enter only one cause per e Tor tag (o7 oo ' INTERVAL BETWEEN
PART §. DEATH WAS CAUSED BY:

. iz o ONSET AND DEATH
‘IMMEDIATE CAUSE (s) QG\‘G\(\ Qna A\b m Nay

DOCUMENT

Caonditions, if sny, DUE TO (b)
which gave rise 10

above cause (a),
siating the ueder- ;20/
Iying cauve last, DUE TQ ()

PART 1), OTHER SlGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur nor releted to the termingl PART 1l1. If daceased was femole was
disesse condition given in PART 1 (a) there a pregrancy In last 90 days.

ID Yes l O Neo I 0O Unknown
r
19, WAS AUTOPSY 208. ACCIDENT  SUICIDE - HOMEI]CIDE F0b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury In PART | or PART 1l of tem 18.)
- D, O~ - - ' . -

-

o

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

<.« MEDICAL CERTIFICATION

20c. T Month, Day, Year |
INJURY

20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.g., in or ebout home, | 201. CITY, TOWN, OR LOCATION
+ CWHILE"AT.WORK [ farm, faciory, sireet, office bldg., atc.)
« NOT WHILE AT WORK D

her .
¢~ . o and last saw hi’m alive on

21. | attended the deceased from. f[} A
Death occurred at. 8 \

m on the dete steted shove, and to the best of my knowledge, from tha causet stared.

2Za. §|GNATURE [Degree or jae) 22b. ADDRESS 22c. DATE SIGNED

@/ﬂ 13000 Clark _Ave 0 =dr €3

23a. BURIAL, CREMATION, | 23b. DATE ! 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of county) {State)

REMOVAL (Spacify) |1 3 26 19673 Father Dickson St. Louls Mo

-Q_LnFel}E%‘il?l%RECTOR ADDRESS 65 DATE RECD. BY LOCAL REG. REGISTRAR 1GNATU,
JAS H, RANDLE & SON 3133 Rell Ave CT 23 1963 M ﬁ /79

(Licansad Embalmer‘s Statement on Reverse Side)

USE BLACK INK
OR ;-
TYPEWRITER- RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




e

_ STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this ceﬂifiéale was embalmed by me,

or 'b\'r' o : : Student Embalmer No.

" |
working under my personal supervision.

: [y
Student R Signed % ﬁ(m

Signature of Student Embalmer

‘Lic‘ense_d Embalmer No.
) P. ©. Address_- /7// f/

Note: The above MUST BE SIGNED BY. THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failure .to comply
with 1he above constitutes grounds for revocation of license). 3

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed; fact should be so:stated above.. ‘.




